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THE RADICAL CURE OF HERNIA BY OPERATION.1 

By John B. Roberts, M.D., 
PROFESSOR OF SURGERY IN THE WOMAN’S MEDICAL COLLEGE, PHILADELPHIA. 

Recent experience has made me more willing than formerly to at¬ 

tempt the radical cure of hernia by operation. I was much impressed 

in 1890 by the conclusions of Bull,2 who found relapse frequent. My 

custom, therefore, has usually been to refuse to operate upon reducible 

hernias in young children unless the tumor was large. In adults I 

1 Read before the Surgical Section of the College of Physicians of Philadelphia, December 

14,1894. 
2 Transactions of the American Surgical Association, 1890, p. 99. 
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declined to operate unless the tumor, if reducible, was large or the seat of 
attacks of colicky pain ; irreducible hernias, whether large or small, were 
often deemed suitable for operative interference, because of the danger 
of strangulation when surgical aid might not be obtainable. In strangu¬ 
lated hernias operated upon recently I have, after relieving the strangu¬ 
lation, undertaken to perform a radical operation for closing the ring if 
the condition of the parts and of the patient warranted such operation. 
Formerly I was content to relieve the strangulation by herniotomy, if 

taxis had failed. 
Ventral hernias at the site of former abdominal sections were usually 

operated upon, because of the difficulty of relieving them by apparatus 
and the comparative ease of successfully closing the ring by operation. 
My opinion was that inguinal and femoral hernias were likely to recur 
after operation, and that it was wise to wear a truss after the wound 
had healed. I believed that a permanent cure was usually obtainable 
by retentive apparatus in hernia occurring in children, and that opera¬ 
tion in them was therefore very seldom demanded. 

Experience has lately taught me, however, that though some of these 
conclusions were and are still in the main correct, the opinion as to the 
probability of return needs modification, as does the belief that a truss 
should be worn after operation. I now believe that many cases are 
permanently cured, and that a truss is usually not needed after a prop¬ 
erly performed operation. 

My records, except those of the cases at the Woman’s Hospital, are 
very imperfect; but I believe that in the comparatively limited number 
of operations performed I have had no deaths, except in two instances of 
very large umbilical hernia, and in one or two strangulated hernias. In 
one case a large umbilical hernia had opened spontaneously and dis¬ 
charged several quarts of pinkish fluid on two occasions a few weeks 
prior to the operation. At the time of operation the patient’s tempera¬ 
ture was persistently high, and foul discharge was escaping from the 
sinus in the sac-wall and from ulcers on the surface of the tumor. Oper¬ 
ation was demanded by the condition. Death occurred from septic 

peritonitis. 
In a second umbilical case the patient had an enormous hernia and a 

very large dislocated spleen lying in the right iliac region. She died 
from interference to respiration, due to the increased bulk of the ab¬ 
dominal contents after replacement of the hernial contents. 

Cure is more often permanent after well-performed radical operations 
than I formerly believed. Relapses will, of course, occur; but so will 
they after cures by the truss. Many cases are never cured by a truss, 
which then becomes a necessary part of the patient’s life, and may be¬ 
come ineffective at a time when surgical aid is unobtainable. A relapse 
after an attempted radical cure seldom causes a hernia as troublesome 
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as the one operated upon unless it be allowed to go without proper 

mechanical support. 

It is difficult to trace patients at a period long enough after operation 

to establish the question of cure, but some of my cases I have examined 

under such circumstances. As an example I quote the following some¬ 

what unusual history: 

Woman, aged sixty-five years. Very large labial epiplocele. Opera¬ 
tion was performed in May, 1892. Silk suture applied to ring like 
shoelace. Post-operative insanity occurred. Violence of patient pre¬ 
vented proper care of dressings, and some suppuration occurred. A 
portion of suture was extruded as if edges of ring had sloughed from 
constriction. Patient examined two years and a half later. She states 
that a year subsequent to operation she had an abscess at seat of oper¬ 
ation. She has worn a truss, weighs 200 pounds, and has a very pen¬ 
dulous abdomen. She has had no return of the hernia, and I found the 
canal well closed. I directed her to dispense with her truss. 

A similar case in a male is this: 

A patient, aged twenty-nine years, had large scrotal hernia on both 
sides. He had worn a double truss, but it had caused ulceration over 
both rings. Strangulation requiring etherization for taxis had occurred 
a few weeks before I operated. At the operation I isolated the sac, 
closed its neck and drew it upward through an opening in the aponeu¬ 
rosis of the external oblique muscle, twisted it and brought it down on 
the outside of the aponeurosis in the direction of the canal, according 
to the suggestion of Kocher. When examined about six months later 

- the ring and canal were closed. I shall operate on the other side, as 
he finds it impracticable to wear a truss or is unwilling to do so. [This 
case had a return of hernia at upper part of scar when seen some Weeks 
later than the reading of this paper,] 

Results of the same kind are found in the following instances: 

Woman, aged forty years. Irreducible femoral hernia. Operation 
May 25, 1892. Examined two years later. Has worn no truss. Ring 
closed and no return of hernia. 

Woman, aged fifty years. Irreducible femoral epiplocele. Tumor 
painful and tender. Operation, April 7, 1893. A portion of fascia, 
dissected from pectineus muscle, was turned up and sutured to Pou- 
part’s ligament. Examined one year and eight months later. Has worn 
no truss. No return of hernia has occurred, though patient works hard 
and carries heavy articles without discomfort. 

An illustration of a less satisfactory result, though the patient’s con¬ 

dition is much better than before operation, is furnished by the following 

history: 

Woman, aged thirty-two years. Operation, October 28, 1892, for 
irreducible femoral epiplocele. Examined two years and one month 
later. Slight evidence of bulging on coughing, but no tumor distinctly 
felt. Patient has worn truss since operation. Ordered to continue 
wearing truss. 
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I have operated for scrotal hernia in boys, the youngest being four 

months old, but have not been able to know the result after a long 

period of time had elapsed. As boys are so often cured by a truss when 

the hernia is of moderate size, I have little doubt that my operative 

cases remained cured, even though I have done the operation on large 

hernias only. One certainly was still cured after six and a half months. 

Umbilical hernias in children are so uniformly curable by apparatus 

that operation must be seldom demanded. I would not hesitate, how¬ 

ever, to operate shortly after birth if the protrusion was not easily re¬ 

tained by bandage or truss. 

I have recently operated, to relieve pain, upon two cases of what 

seemed to be small, irreducible femoral hernias, to find a cystic tumor 

developed apparently in the sac of a cured hernia. 

Woman, aged twenty-eight years. A pedunculated cyst had devel¬ 
oped in the sac of an old femoral hernia. She had not worn a truss. 
The ring was closed by inflammatory adhesions so that it admitted only 
the end of a probe. Cyst and sac removed. Ring closed with silk su¬ 
tures and reinforced by triangular piece of fascia from pectineus muscle. 
Before operation she had attacks of pain in tumor, requiring her to go 
to bed. Tenderness and pain on walking or sneezing existed when 
patient was admitted for treatment. Further history unknown. 

Woman, aged nineteen years. Cyst had developed in the sac of an 
old hernia. Had never worn a truss. No omentum or bowel in tumor. 
Ring closed by neck of sac, which was adherent to itself. Edges of ring 
sutured with chromicised catgut. This case suffered pain before operation, 
and had several attacks of vomiting, with pain in the tumor during the 
five months of its existence. Examined six and a half weeks afterward. 
No return of tumor ; no vomiting; pain gone, though she still has pain 
in other parts of body, such as abdomen and near breast of other side. 

This condition is, I believe, not very rare; but I do not understand 

the cause of the pain, which in one case was certainly relieved by the 

operation. As it is stated that neither patient had worn a truss, the 

cause of obliteration of the neck of the sac is interesting. Spontaneous 

adhesion of the structures in the ring is, however, possible, for plastic 

exudate might readily be excited by a temporary strangulation followed 

by spontaneous reduction. 

My previous conservatism has been further modified by the knowl¬ 

edge that a former patient with a small hernia, about four and a half 

inches above the navel, recently died of strangulation. When she was 

under my care several years ago for colicky pain in the tumor I might 

have operated, but advised her to be satisfied with a truss. She was a 

woman of culture, and I thought it perfectly safe to trust her with a 

truss. 

My present attitude on the question of operations for the radical cure 

of hernia may be formulated somewhat thus: 

Inguinal and femoral hernias in children, if reducible, should be 
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operated upon only when large or painful; if irreducible, they should 

always be subjected to operation unless there is some special contra¬ 
indication. 

Umbilical hernias in children seldom need operation. 

Reducible inguinal and femoral hernias in adults should be operated 

upon if large or painful and when the patient’s wilfulness, lack of in¬ 

telligence, or poverty makes it probable that a well-fitting truss will not 
be properly worn. 

Irreducible inguinal and femoral hernias in adults should always be 

treated by operation unless some special contraindication exists. 

Umbilical hernias in adults, whether reducible or not, should usually 

be operated upon, and especially so in patients leading laborious lives 

and having voluminous abdomens difficult to fit with trusses. 

Ventral hernias should usually be subjected to operation. 

THE USE OF CHLORINE IN THE TREATMENT OF TYPHOID 

FEVER.1 

By Reynold W. Wilcox, M.D., LL.D., 
PROFESSOR OF CLINICAL MEDICINE AND THERAPEUTICS AT THE NEW YORK POST-GRADUATE 

MEDICAL SCHOOL AND HOSPITAL; VISITING PHYSICIAN TO ST. MARK’S HOSPITAL. 

From the time of Hall6 (1785) chlorine has been known as a disin¬ 

fectant. Yet its use has been chiefly as an external application and for 

the destruction of infectious material unconnected with the human organ¬ 

ism. It has been believed that because it is so extremely irritating to the 

respiratory mucous membrane it would be equally so to the alimentary 

—a belief not warranted by fact. 

When it is administered per os it is, in part, changed into chlorides 

by combination with alkaline bases in the stomach or blood, and in this 

form is excreted by the kidneys. That it is not all so combined is proved 

by Edwards, who observed that in a fatal case of typhoid fever, in 

which the necropsy showed “ enormous ulceration,” these ulcers were 

dyed a greenish-brown color. If inhaled as chlorine and absorbed by 

the lungs, it permeates all organs and tissues, penetrating even to the 

brain. This was shown in the fatal case reported by Cameron, where 

the distinct odor of chlorine was perceived in the brain. Further evi¬ 

dence is to be found in the fact that when administered by the stomach, 

the nose being held, the odor of chlorine is noticed in the breath within 

a few minutes. Generally by twelve, almost invariably by twenty-four 

hours, the feces give a distinct odor of the gas. In Edwards’s cases the 

feces were not offensive. 

3 Kead before the Medical Society of the State of New York, at Albany, February 5,1895. 


